Health care in London
Political motives fuel assault on London EDITOR,-There has been considerable discussion in the BMJ about the effects of the Tomlinson report on health care in London,' and, particularly, about the findings of Brian Jarman.2 The general consensus of correspondence has been that Tomlinson was grossly misinformed. I have also sensed, however, that doctors working outside London see this as some kind of local squabble.
It needs clearly stating that the assault on London is an assault on the whole health service. If St Bartholomew's, St Thomas's, and Charing Cross Hospitals can be closed anything can be closed. The methods by which this is being done have a purely political logic. A report is hurriedly prepared, amid various versions of secrecy, by hired placemen. The responses are formally noted but not acted on. After the publicity about the government's response to the Tomlinson report3 everything has gone underground and implementation groups have been set up. These meet, listen to contributions, but take no notice. They are encouraged to consider services as if starting afresh on a green field site, and wholly unrealistic proposals can therefore be made without any consideration of the financial consequences.
For example, the proposal to close the accident and emergency department at St Bartholomew's Hospital is based on grossly inaccurate data and a map of small parts of London plotted by people with tunnel vision; it is viewed with horror by all& local general practitioners, the police, residents, and people working in the city. The dominant myth that London has 15% of the country's population but uses 20% of health funds takes no account of London's costs, tertiary referrals, or the extensive inflow of non-Londoners to London's services.
Hurried reports, ignored comments, backstage decision making, and the overriding political principle of privatising the health service will spread outside London. And don't think you will get the funds "released" by closures in London: they won't exist. I have never heard a doctor in London testify that getting a patient admitted to hospital was as easy as would be expected if there were too many beds, nor has anyone satisfactorily shown that London's hospitals are full of people who would not be there if community or primary care facilities were improved. The alleged excess of beds in London is a mathematical abstraction rather than a medical one-and one that has not fully recognised that capital cities and large conurbations may be sufficiently different from the provinces for simple comparisons to be invalid.
Should highly specialist units always be part of general hospitals? Being able to establish a team from the various disciplines and specialties of a general hospital has undoubted advantages, but should this be an invariable rule? One of the lessons to be learnt from the managerial changes in the NHS is that units should concentrate on what they are good at-in other words, decide what their "core business" is and thep marshall all their resources for that. It may therefore be appropriate to have a small number of specialist units in which the core business is working at the frontiers of national and international progress. The assumption that the transfer of such units to a management dedicated to more general aims will not be to the detriment of standards may prove to be folly.
I hope, therefore, that the indecent haste that has characterised the introduction of many of the recent reforms of the NHS will not be maintained in the "rationalisation" of London hospitals. Though there has been no shortage of committees and working parties considering London's health services, the proposed solution remains untried theory and alterations and modifications should be considered. To get it wrong would be not just a disaster for Londoners but to the detriment of medical standards generally. Elderly people forced out ofTower Hamlets EDITOR,-Acute and long stay beds were reviewed last February as part of the planning for a low technology ward in Tower Hamlets.' The table shows the specific requirements in acute general medicine, surgery, and care of the elderly and for nursing home and welfare beds for the planning population of 172 000.2 3
The district was 79-94 beds short for these services, depending on the criteria used, but we hoped that the 29 surgical beds would be reprovided in 1993-4. Provision outside the hospitals was shown to be the real problem. Altogether, 466 nursing home beds were needed on the basis of norms for the United Kingdom and 156 on the basis of estimates by the King's Fund; we have 15. Welfare homes should provide 720 places whereas we have 350 (data from social services). Overall, therefore, Tower Hamlets lacks between 500 and 1 100 long stay beds.
Social services controllers tell me that each year Tower Hamlets struggles to "export" about 230 people for long stay care to homes all over England. Survival averages three years, so that about 690 people are being looked after away from their community. Twenty to 45 patients overflow from acute medicine at any time, so we are managing our acute beds well in the face of the lack of accessible beds in the community in our area.
A statement of this bed situation was given to executives of both the health authority and the Royal London Trust. I have received no criticism of the figures, and the low technology ward will open with 20 additional beds in September.
I wonder whether the local population realises that elderly and disabled citizens are being forced to move away from Tower Hamlets for residential care. I hope that the Community Care Act will provide more opportunity for patients who would wish to be cared for nearer their homes and families to say so and result in improvements in the nature of provision.
Finally, it cannot be appropriate to close more hospital beds in a district in this situation.4 This cannot be done without increasing the problems of caring for local people who are acutely ill, and I hope that it will not happen until the problems outside the hospital ' 
